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Suggestion for a Logo 
This logo can be adapted to include words 
Photographs on next pages contributed by Kip Moeller. 
Clare Bessell and Emma, Pamela Browne, Kay Matthews and 
labour support, Bonnie Stevens. 
Pamela Browne expressing milk in PNG, Jean Trend 
massaging Pamela Browne, Janet Murphy Goodridge. 
Speakers: Kay Matthews, Janet Murphy Goodridge, Bonnie 
Stevens, Robyn Beaudry, Jean Trend, Pamela Browne. 
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Newfoundland and Labrador Midwives Association 
(Chapters in Goose Bay and St. John's) 
Newsletter 7 
October 1998 
This is an extra Newsletter so that the proceedings of the Workshop held on September 
21 and 22, 1998, can be reported. (Newsletters are normally issued four times a year: June, 
September, January and March). There are also other materials of interest. Summaries of the 
general meeting of the NLMA held during the Workshop, and of the CPSS steering committee 
meeting held on September 25, are given below. References have been received from Rachel 
Munday to go with the report in the June 1998 Newsletter, pages 23-24, of the Masters in 
Midwifery course which she is currently taking in Wales. 
Thank you to those who submitted items for this Newsletter. Any items for the next 
Newsletter should be in by the beginning of January. Items for the Newsletter are welcomed and 
those who submit are responsible for obtaining permission to publish in our Newsletter. The 
Editor does not accept this responsibility. 
Pearl Herbert, Editor, c/o School of Nursing, 
Memorial University of Newfoundland, St. John's, NF, AlB 3V6 (Fax: 709-737-7037) 
General Meeting of the NLMA by teleconference, January 6, 1999, 4 pm (island time) 
In St. John's in Studio 3 in the HSC. Outside of St. John's it will be the teleconference 
room, so arrange with your local teleconference organizer to have you booked onto the 
system. Items for the Agenda needed by December 1, 1998. 
LOGO 
Final suggestions for a logo had to be given to Pearl by the end of September. 
A decision to be made at the January 6 meeting. Please see the January, June, September 
and this current Newsletters for those which have been submitted. 
Executive Committee 
President: Pearl Herbert Secretary: Karene Tweedie 
Treasurer: Pamela Browne Second Signer: Alison Craggs 
Newsletter Editor: Pearl Herbert 
Home page: http://www.ucs.mun.ca/-pherbert/ Newsletter in HSLibrary: WQ 160 N457n 
General Meeting, September 21, 1998, held in· room H2908 at the Health Sciences Centre 
1 
At the September 2, 1998, teleconference meeting it had been suggested that the 
Workshop in St. John's would provide an opportunity to have a face-to-face meeting, and so one 
was arranged. The Minutes of the September meeting had not been received and so could not be 
approved. Matters arising from the previous meeting were discussed. 
Another suggestion for a logo was submitted which could either stand alone or be 
incorporated with a previous suggestion. It was said that the artist, Thomas Ruiz, would agree to 
this and also would provide the graphical drawing needed for the logo, plus the scanning to put it 
on a computer disk and our home page if needed. Pearl is also exploring the best way of getting 
this done. The vote on the logo will take place at the January meeting. 
No further suggestions for revisions to our Constitution and Bylaws have been received. 
Nothing further to add about developing an Emergency Skills session as Pamela Browne has 
been too busy to follow this up. Kay Matthews had taken materials to Goose Bay when she 
attended the Workshop in that location. 
2 
It was suggested that Pearl contact Nova Scotia for a copy of their midwifery policies, 
standards etc. From previous Minutes it has,been noted that the ANSM is basing these on those 
developed by other provinces·. [Since the meeting Pearl has received a request from the AAM for 
a copy of our practice guidelines etc.! She has written explaining that we do not have any and has 
requested copies of those which the AAM obtains from the other provinces. Pearl has also said 
that we would pay photocopying costs when the AAM makes copies for us]. 
Pamela Browne reported that the Maternal Health Workshop held in Goose Bay on 
September 14 and 15, 1998, had been well attended. On the afternoon of the 14th Jean Trend had 
demonstrated "Baby Massage" at an open meeting which anyone could attend. (Several babies 
were present with their mothers). On the 15th Kay Matthews had presented three sessions on: PHI 
& HELLP, Labour Support, and PPH. Jean Trend presented a session on Massage in Labour. 
Pamela Browne presented Optimal Fetal Positioning. 
Canadian Perinatal Surveillance System Steering Committee (on which Pearl Herbert 
represents midwives). A meeting was held in Ottawa on September 25, 1998. There have been 
several changes at the Bureau of Reproductive and Child Health, Laboratory Centre for Disease 
Control (LCDC). There was a new co-chair for this meeting, Konia Trouton, plus several other 
new members. The problem with new members to a committee is that they do not know what has 
happened previously and this became apparent when the definition of an indicator was discussed. 
Committees have been revamped and Pearl is not on these: Maternal Mortality and Morbidity 
Study Group, Fetal-Infant Mortality Study Group, Abortion and Fetal Anomalies Study Group. 
These committees had met previous to the main meeting. The main meeting was scheduled from 
0900 to 1630 but several people had to catch a 1700 plane so by the end of the afternoon the 
committee had become depleted. As there were topics which Pearl wished to raise she requested 
to stay over Saturday night so as not to miss the end of the meeting. 
One topic she raised was that a paper "Acceptance of Birthing Centre and Nurse/Midwife 
Care for Childbirth" had been received with no prior notice that it was being written, but her 
name was given as one of the authors! At the meeting she and two others who were listed as 
authors were told that it was a draft sent out, without any explanation, for their comments. The 
data was taken from the 1994 National Population Health Survey. Pearl wanted to know who was 
a Nurse/Midwife? Was this a nurse or a midwife? In Canada the International Definition of a 
Midwife (WHO/FIGO/ICM) is being adopted and midwifery is considered to be autonomous; a 
profession in its own right. Also, how would women know what is a birth centre? Only in the 
province of Quebec, the city of Calgary, and Rankin Inlet in the NWT, are there birth centres. 
Regarding having a baby born with the assistance of a midwife, since January 1, 1994, legislation 
has come into effect in Ontario (where, because of the high demand, midwives have to tum one 
woman away for every woman accepted), and in British Columbia (January 1, 1998). The 
provincial governments of Manitoba and Quebec have said that midwifery legislation will be 
implemented in 1999. Once midwifery legislation is implemented midwives have to be licensed 
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to practise and they provide much of the antepartum and postpartum care in the home, and have 
hospital admitting and discharge privileges. If everything is normal and the woman lives within a 
certain radius of a hospital she has the choice of where to have her baby. In Ontario many women 
have their baby assisted by the midwife in a hospital; entering just prior to the birth and leaving 
soon afterwards to receive postpartum care provided by the midwife at home. Therefore, if 
current data were compared with that collected four years ago it is very probable that many 
differences would be found. But women would be no clearer about a modem birth centre. If time 
is spent analyzing this NPHS question it should be more of a critique of the actual question 
asked, rather than just providing the findings that "hospital-based and physician-oriented care 
should remain as the mainstream model of care". As already stated, once midwives are licensed 
to practise they are in much demand, but there is still the choice for women to have either a 
midwife or a physician attend the birth. 
There was also a breastfeeding paper based on one which is in the press. Pearl had several 
concerns about this paper (as did other members) as the references were old and more recent 
Canadian studies, national and provincial, were not included. Although Pearl had given the 
Breastfeeding Committee for Canada Newsletters and statements to the first editor (who has now 
gone elsewhere and so been replaced) there was no recognition of the BCC or the WHO Code. 
This paper has now been rewritten and mailed to those with concerns, for their input. 
The CPSS meeting also heard how there had been a report to the annual Vital Statistics 
conference about the need for legislation of definitions across the country e.g. stillbirth although 
now only Saskatchewan and Quebec still remain different.. Only two provinces (Alberta and 
Newfoundland) submit ''Notification of Birth" forms. 
The International Codes for normal birth and for uterine rupture are similar and so when 
being coded errors may occur. Direct maternal deaths are well reported but indirect deaths are not 
so well done and are not in IClO. Many statistics are reported in the recent Health Report for 
Canadians. 
Michael Kramer, the other co-chair of the CPSS, is an epidemiologist and paediatrician. 
Like many epidemiologist he is a proponent of randomized controlled trials (RCT) to provide 
research findings. But, as agreed by the WHO, it can be unethical to randomize people into 
groups when something, such as nutrition in pregnancy, is considered essential; a point that the 
late Agnes Higgins, past executive director of the Montreal Diet Dispensary (MDD) used to be 
adamant about. The MDD program is partly what the "Healthy Baby Clubs" in Newfoundland 
are based upon. Outside of the meeting Pearl asked Michael Kramer about the editorial written 
by him in the September 22, 1998, issue of the Canadian Medical Association Journal, 159, 663-
665 In this he writes: 
How important is maternal nutrition in determining the outcome of pregnancy? "Very 
important", most lay persons, prenatal care providers and public health policy-makers 
would reply. But a careful examination of the available evidence does not strongly 
support such an answer, at least not in industrialized countries such as Canada .... The 
evidence from randomized trials of supplementation with nonenergy, nonprotein nutrients 
such as iron, folic acid (after the periconceptional period), zinc, calcium and fish oil have 
not demonstrated consistent effects on fetal growth, duration of gestation, perinatal 
mortality or infant morbidity .... The Canada Prenatal Nutrition Program (CPNP) was 
established by Health Canada in 1994. At the very least the CPNP provides a method of 
income redistribution and ensures that the money is spent on nutritious food. [Plus 
counseling and health education, which he omits]. But why should such an initiative be 
undertaken by Health Canada? ... Improved understanding of the biologic mechanisms 
underlying the onset of premature uterine contractions and preterm, prelabour rupture of 
membranes (i.e. fundamental basic research) would provide a much greater return on 
Health Canada's investment than its superficially laudable but fundamentally flawed 
policy of providing milk, eggs, and orange juice to poor pregnant women. 
There are recent papers which provide other information: 
Alexander, G. R. (1998). Preterm birth: Etiology, mechanisms and prevention. Prenatal 
Neonatal Medicine, 3, 3-9. 
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Carmichael, S. L., & Abrams, B. (1997). A critical review of the relationship between gestational 
weight gain and preterm delivery. Obstetric and Gynecologic, 89, 865-873 
Luke, B. (1998). Nutrition and prematurity. Prenatal Neonatal Medicine, 3, 32-34. 
A Guide to effective Care in Pregnancy and Childbirth (2nd ed.) "Balanced energy and protein 
supplementation results in a small increase in average birthweight (about 30 g) and a small 
decrease in the incidence of small for gestational age birth. Nutritional advice appears to be 
moderately effective ... but the implications cannot be judged from the available trials" (p. 28) 
A recently released report shows that Canadian aboriginal people on reserves are living in 
worse conditions than people in many third world countries. Conditions for Canadians in the 
lowest socio-economic group are only just a little better (CBC News). Nutritional supplements 
would appear to be needed even in an industrialized country such as Canada. It will be 
interesting to see the letters which are written to the CMAJ in response to Michael Kramer's 
editorial. 
Natural Aspects of Childbearing Workshop, September 21 and 22, 1998, in St. John's 
At the Newfoundland and Labrador Midwives Association's annual general meeting held 
on April 29, 1998, Kay Matthews and Robyn Beaudry spoke about the need for labour support. 
They are inundated with calls for labour support which they are unable to supply. It was 
suggested that a labour support group be formed which would involve midwives and other 
interested people. In this connection it was proposed that a workshop be held in the Fall. As a 
Paediatric Pain Education Day was being held in St. John's, on September 23, members agreed 
to piggy-back onto this day. One of the paediatric speakers, Bonnie Stevens, was invited to speak 
at our Workshop about Developmental Care (a natural way of caring for preterm babies). 
Members of the Midwives Association offered to present and a programme was put together; 
mainly labour support on the Monday and mainly aspects of caring for babies on the Tuesday 
(although inevitably there was some overlap). Fortunately we were able to obtain a room at the 
Health Sciences Centre for both days (which is not easy during the university semester) .. Our 
Association arranged the refreshment breaks, which included fruit for those who did not want 
muffins or cake, and vouchers were given for lunches in the cafeteria (as this was the easiest way 
of ensuring that people could get the kind of food, hot or cold, that they wanted). 
Monday, September 21,1998 
We started with a welcome from Dr. Carole Orchard, the new Director of the Memorial 
University School of Nursing. Unfortunately, due to sickness, Lyn Vivian Book of the 
• 
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Department of Health was unable to come and welcome participants. 
The first session provided some of research findings regarding why women seek labour 
support in the St. John's area. Robyn Beaudry found in her study "Women's Lived Experience 
with Midwifery Support: A Phenomenological Study" that: 
5 
There is a paucity of qualitative research in the literature that focuses on the experience of 
midwifery support from the woman's perspective, during pregnancy, childbirth, and the 
postpartum period. Many researchers have concentrated on other closely related issues, 
such as the physiological effects on the birth process resulting from a childbirth attendant 
being present with the laboring woman; the nurse's role during childbirth; but most 
researchers have used a quantitative approach. The study included 8 women, 3 who were 
first time mothers and 5 who had been mothers previously. The interviews were audio-
tape-recorded, then transcribed, and lasted between 30 and 100 minutes. The women 
were encouraged to spontaneously describe their experiences. 
When the data were analyzed nine common themes were identified: 
1. Midwife as ideal mother who was not judgmental and stayed with the woman 
during labour 
2. Midwife as buffer, ensuring an optimum birth experience. Whereas, the hospital 
staff could be bound by policies and sometimes had to attend to more than one 
woman in labour; 
3. Providing continuity of care in the midst of fragmentation of care providers, and 
known from pregnancy through to the postpartum period; 
4. Presencing and touching, not just being there to carry out procedures. Provided 
nurturing to the woman and was not concentrating on technology; 
5. Intuitive knowing when something needed to be done, without having to be asked. 
6. The woman was seeking safe passage from pregnancy to motherhood through the 
expertise of the midwife. As the midwife was known was more comfortable 
asking her questions than would have been asking a stranger. 
7. The midwife was seeing the woman as part of a family, not just as a woman 
having a baby; 
8. The woman was able to maintain control through the midwife while letting go of 
her worries. The midwife knew the birth plan and so could be relied upon to have 
this implemented whenever possible; 
9. Midwife was trusted and trusting. She saw the woman as being capable of giving 
birth. Treated pregnancy and birth as a natural process, not as a disease. 
The themes were not isolated, but were interrelated to form a whole that captured the 
experience of labour support for the women in the study. The women in this study had 
received support from one local midwife who followed them from pregnancy, gave 
labour support (as she was not permitted to deliver the baby), and then during the 
postpartum period, although two women had been in another location for a previous birth 
and so had also experienced labour support from another person. The women were 
middle class and knew how to locate someone to provide support from pregnancy 
onwards. 
The findings stress the need for more continuity of care throughout a woman's pregnancy 
and childbirth experience, and in particular, highlights the need for the constant presence 
of a known and trusted caregiver during labour and delivery. Study findings also point to 
the importance of the health care provider's role in keeping a woman informed 
throughout the childbearing period and allowing her to be a full participant in decisions 
concerning her care. 
6 
Kay Matthews followed this report of how a person providing labour support was viewed, 
with a session on Providing Labour Support. Kay's refreshed the memories of the participants 
of what pain is, how the sensation travels to the brain and is perceived by a person. She also 
reminded people where pain occurs during the latent (early) phase of the first stage of labour, and 
then how it spreads around the trunk and down the legs in the active phase of the first stage of 
labour. During the second stage of labour the pain may be centred more in the perineum as the 
presenting part of the baby descends into the vagina. The body's natural reaction to the 
unpleasant sensation of pain is to move away from what is causing it, which of course cannot be 
done in labour, but there are ways of reducing the perception of pain in labour. Having a birth 
plan can provide the woman with a sense of control over what is happening, although she is 
leaving it to the person providing labour support to ensure that it is followed whenever possible. 
The meanings of the terms birth assistant, doula, labour support, montrice were discussed in our 
Newsletter, No. 5, June 1998, p. 19. Kay then encouraged the participants to lie on the floor and 
practice some methods of providing labour support. 
In the afternoon Pamela Browne spoke about Optimal Fetal Positioning in Pregnancy. 
The postures adopted during pregnancy greatly affect the way that the baby lies. The lie of the 
baby can then affect the progress of labour and birth. The best position, which the majority of 
babies adopt, is with the back on the left side of the mother's abdomen. Labour is then far more 
likely to be normal and straight forward. If the baby's back is towards the mother's spine then 
labour is much more likely to become prolonged and the mother to suffer from back ache. To 
help the baby to be in the best position there are some things which the mother can do. 
1. In the last three months of pregnancy the mother should adopt postures where her knees 
are lower than her hips, and her abdomen is lower than her spine. These postures provide 
space so that the baby is able to adopt a good alignment when entering the mother's 
pelvis. To be avoided are reclining on sofas, soft mattresses, or any other position where 
her knees would be higher than her hips and her back is rounded. Doing these things may 
not only give the mother back ache but may result in the baby lying in a poor position. 
2. Avoid squatting because in this position her knees are higher than her hips, and so the 
space between her spine and pelvis is lessened. 
3. Avoid sitting in a bucket shaped seat if riding in a car for any length of time as this also 
positions her knees above her hips. 
4. Remember not to cross her legs when sitting as this reduces the pelvic space. 
5. Do housework the old-fashioned way on her hands and knees helps the baby's position. 
6. Sleep on her left-side with her right leg up on two pillows and bent over the left leg. The 
right arm should be in the front so that the left side of the abdomen is touching the bed. 
During labour nothing should be touching the abdomen so that the baby is able to move freely. 
Leaning forward on pillows which touch the abdomen, and continuous electronic fetal 
monitoring with belts on the abdomen, may impede the baby from moving into the best positions 
as he descends down the birth canal. Leaning forward on those secretary kneeling seats provides 
a good position. 
• 
.. 
In our Newsletter, No. 3, January 1998, pp. 4-9, Pamela Browne reported on a 
conference which she attended where these methods were discussed. Also see: 
Simkin, P. (1995). Reducing pain and enhancing progress in labor: A guide to non-
pharmacologic methods for maternity caregivers. Birth, 22(3), 161-171. 
Optimal Fetal Positioning from Birth Concepts, 55 Hollister Lane, RD 3, Tauranga, NZ 
Pamela finished the afternoon by demonstrating some of the basic theory of reflexology. 
Tuesday, September 22, 1998 
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The first session on this second day started with Janet Murphy-Goodridge discussing The 
Management of Breast Refusal in the Early Days after Birth. Using a balloon Janet described 
the problems which the baby may experience if the mother's breasts were engorged. She also 
demonstrated different positions in which the mother could hold the baby as well as various aids. 
Why Johnny Can't Suck 
Johnny was born yesterday, but hasn't nursed effectively yet. He frets and sucks his fist, 
his mother brings him in to her breast, he opens wide and ... STOPS. Now what? Why can't he 
latch on and suck? 
The baby's mouth is not just a hole into which you poke a breast and PRESTO -
magically milk flows into the hole. The baby's suck is controlled by dozens of muscles which 
must have intact innervation, sufficient caloric support, good blood supply and no 
pharmacological or other insults in order to contract sequentially and smoothly. And, no super-
stimulus (like deep suctioning) that can set up a reverse muscle contraction pattern as the baby 
attempts to protect his airway. Other muscle groups that must contract smoothly and sequentially 
for proper function include the heart, uterus, and entire gastro-intestinal tract. 
All birth medications (I repeat - ALL birth medications) have been documented to affect 
the baby. All mechanical and chemical interventions used during birth affect the central nervous 
system and one or more of the 6 cranial nerves that control suck-swallow-breathe. If you mess 
with the baby, you get messed-up suck and/or damaged nipples. There are now several studies 
that document placental transfer of narcotics and anesthetic agents delivered by epidural catheter. 
Johnny can't suck because during his mother's birth he was drugged with narcotics or 
tranquilizers, numbed by epidural anesthetics, and pried out with forceps or yanked out by the 
hair with a vacuum extractor. All these affect his oral nerves and muscles. And probably give 
him one huge headache besides. 
I think we see so many cases of damaged nipples and babies who don't latch on because 
birth is managed so poorly with medications, epidurals, forceps, separation of mother and baby, 
suctioning etc. etc. It is a wonder any of these babies can suck at all, much less properly. If we 
did to athletes what we do to babies at birth, world records would be at 1920s levels instead of 
where they are today. 
(Copyright 1996 Linda J. Smith. This document may be copied and distributed subject to the 
following conditions: 1. All text must be copied without modification and all pages must be 
included; 2. All copies must contain the above copyright notice and 3. This document may not be 
distributed for profit. E-mail to: lindaj@bflrc.com BF Management Linda's curriculum vita 
BFLRC Home Page). 
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Cup-Feeding Guidelines 
The cup can be used by parents who primarily wish their baby to be breastfed but who, on 
occasion, need an alternative method of feeding. It will be most successful when the baby is wide 
awake and interest. Expressed breastmilk is the ideal milk to use but formula milk may also be 
given. A cup must not replace breastfeeding without very good reason. 
How To Cup-Feed. The method of cup-feeding is the same for any baby: 
1. Wrap the baby securely, to prevent his hands knocking the cup. Place a napkin under his chin. 
2. Support the baby in an upright sitting position on your lap, so that you are both comfortable. 
3. Have the cup at least half full (if possible). 
4. The cup should be tipped so the milk is just touching the baby's lips. It should not be poured 
into the baby's mouth. 
5. Direct the rim of the cup towards the upper lips and gums. 
6. Leave the cup in the correct position during the feed. Do not keep removing it when the baby 
stops drinking. It is important to let the baby take as much as he needs in his own time. 
How To Clean The Cup 
1. Wash in warm soapy water. 
2. Rinse in clean warm water before sterilising. 
General Reasons For Use 
1. To provide a positive oral experience for a baby. 
2. To provide an alternative method of feeding when a mother is not available to breastfeed her 
baby. 
3. To avoid nipple/teat confusion, which can arise from the early and inappropriate introduction 
of bottles. 
4. To reduce the need for nasal and oral gastric tubes. 
Babies Who Will Benefit From Cup-Feeding 
1. The Preterm Baby - A cup can safely be used to feed a baby from 30 weeks gestation. A cup 
may be appropriate when the baby: Is wide awake and restless at feed times; Shows signs of 
wanting to suck; Is not satisfied by gastric tube feeds; Is not yet able to feed directly from the 
breast, or Has only enough energy to satisfy part of its total nutritional needs at the breast. 
2. The Term Baby - Cup-feeding is ideal when a gastric tube in unacceptable or inappropriate, 
particularly at times when the mother is not available for all breastfeeds. It can be used as a 
method of supplementation in a number of situations, such as jaundice, and giving oral drugs to a 
breastfed baby. 
3. The Cleft Lip and/or Palate Baby. Cup-feeding may be used if there is a possibility that the 
baby will be able to breastfeed. It can be used in the period during which establishment of 
breastfeeding is taking place. 
4. The Baby Who Cannot Suck. Cup-feeding has a particularly important role with babies unable 
to feed from either the breast or bottle. Once the difficulty is established cup-feeding should be 
considered as an alternative to the long-term use of gastric tubes. Rather than suck, a baby sips or 
laps milk from a cup; those with neurological problems are also capable of this. 
Not only does cup-feeding encourage the movement of the tongue and muscles of the mouth, but 
also allows the baby to enjoy its feeds and strengthens the relationship between parent and child. 
Early positive oral experiences are likely to lead to more successful weaning. 
How Much Should The Baby Take? This will depend upon a number of factors: 
1. Initially a preterm baby may take only a small amount from the cup, maybe 5-10 ml. 
2. A baby at any gestation may want very little milk at one feed and a lot at the next. Whether the 
baby requires topping up or not depends on your knowledge of the baby and his circumstances. 
... 
: 
3. In the case of a baby who is capable of breastfeeding but not yet able to satisfy all the needs 
allow him to have a cup after the breast. The amount he takes should not be regulated unless the 
baby is fluid restricted or the breastfeed was unsatisfactory. 
4. If a preterm (or term) baby initially "fights" at the breast, to settle the infant give a small 
amount of milk by cup before the breastfeed. 
Lang, S. (1994). Cup-feeding an alternative method. Midwives Chronicle, 107, 171-176. 
Lang, S. (1997). Breastfeeding special care babies. Toronto: Harcourt Brace/Bailliere Tindall. 
Handout #5. Using a Lactation Aid 
Introduction 
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A lactation aid is a device which allows a breastfeeding mother to supplement her baby 
with expressed breastmilk, formula, or glucose water (glucose water should only be used usually 
in the first day or two after birth) without using an artificial nipple. The early use of an artificial 
nipple may result in the baby becoming "bottle spoiled" or "nipple confused" because it 
interferes with the way a baby latches on to the breast. The better a baby latches on, the easier it 
is for him to get milk. If the baby does not get milk well from the breast, he may fall asleep or 
push away from the breast when the flow of milk slows down. Thus, the baby may refuse the 
breast, be very fussy at the breast, gain weight poorly, lose weight or even become dehydrated. 
The mother may develop sore nipples. Though artificial nipples do not always cause problems, 
their use when things are already going badly will rarely make things better, and usually make 
things worse. The lactation aid if by far the best way to supplement, if the supplement is truly 
necessary. However, proper latching on of the baby usually allows the baby to get more milk, 
and thus it is often possible to avoid the supplement. It is better than using a syringe, cup feeding, 
finger feeding or any other method, since the baby is at the breast and breastfeeding. Babies, like 
adults, learn by doing. Furthermore, the baby supplemented at the breast is also getting 
breastmilk from the breast. 
A lactation aid consists of a source of fluid - usually a feeding bottle with an enlarged 
nipple hole - and a long, thin tube leading from this bottle. Manufactured lactation aids are 
available and are easier to use in some situations, but not necessarily so, an older baby, when a 
mother needs to supplement twins, when the need for a lactation aid will be long term, or 
whenever difficulty arises using the improvised lactation aid. Though the manufactured lactation 
aid is not inexpensive, the cost amounts to about equal to 3 weeks of regular milk based formula. 
Please Note: Using a tube with a syringe, with or without a plunger, instead of a bottle you can 
simply place on a table beside you, is unnecessarily complicated and seems to add nothing to the 
effectiveness of the technique. On the contrary, it is more cumbersome, and often this will 
discourage mothers from continuing. 
Using The Lactation Aid (Improvised) 
1. The baby may be latched on to the breast first, and the tube slipped into the baby's mouth at 
the appropriate time. The better the latch, the better the baby will get your milk and the easier the 
aid will be to use. The breast should be gently eased out of the way so that the corner of the 
baby's mouth is seen, and the tube, held between the index finger and thumb, should be slipped 
into the corner of the baby's mouth so that it enters straight towards the back of the baby's 
mouth and at the same time, upwards towards the roof of the mouth. The tube is well placed 
when the supplemental fluid works its way down the tube at a rather rapid rate. There is usually 
no need to fill the tube with supplemental fluid before putting it into the baby's mouth. 
JO 
2. The baby may be latched on to the breast and the tube, which is run along the mother's breast 
and nipple, at the same time. The better the baby's latch, the easier the lactation aid is to use. 
Also, the better the latch, the more likely and the more rapidly the baby will be able to do 
without the lactation aid. Therefore, proper positioning and latching on of the baby are still very 
important. 
3. The tube may be taped to the breast if the mother desires, though this is not really necessary 
and not always helpful. 
4. The tube should not pass the end of the nipple and needs to be only just past the baby's gums 
to function properly. It does seem to function better if the tube is placed in the comer of the 
baby's mouth and enters straight into the baby's mouth over the tongue. Point it to the roof of 
the baby's mouth. It may be helpful for the mother to hold the tube in place with her finger, as 
some babies tend to push the tube qut of position with their tongues. 
5. The bottle containing the supplemented fluid should not ordinarily be higher than the baby's 
head. If the lactation aid functions only when the bottle is held higher than the baby's head, 
something is wrong. Furthermore, keep the bottle higher only if instructed by the doctor or nurse. 
6. Unless otherwise instructed, it is best to use the tube with every feed, though some mothers 
find it easier not to use it during the night. 
7. Do not cut off the end of the tube. It works fine as it is. 
8. It should not take an hour for the baby to drink an ounce of milk from the lactation aid. If it is 
taking this long, the tube is probably not well positioned, or the baby is poorly latched on, or 
both. When the lactation aid is functioning well, it takes 15-20 minutes, or less, for the baby to 
take an ounce of the supplement. 
Cleaning The Device 
1. Do not boil the tube of the non-manufactured aid. It is not made to be boiled. 
2. After using the device, clean the bottle and nipple as usual. Do not boil the tube. The tube 
should be emptied after use and then rinsed through with hot water (suck up hot water into the 
tube from a cup) and then hung up to dry. Soap, though not necessary, may be used if desired, 
but rinse the tube well. Tubes may become stiff and unsuitable for use after about a week. 
Weaning the Baby From The Lactation Device 
1. Maintain contact with the breastfeeding clinic for advice about weaning the baby from the 
lactation aid. 
2. Weaning the baby from the aid may take several weeks or only a short while. Do not be 
discouraged and do not try to force the weaning. Usually, the amount of milk required in the 
lactation aid increases over 1-2 weeks, the levels out for a variable period of time before 
decreasing. The whole process may take 2-8 weeks, although some mothers have used the device 
only a few days, others have not been able to stop it at all. Rapid improvement sometimes occurs 
after a long period of little change. 
3. Observe the baby's nursing. If you do not know how to know if the baby is drinking, ask. Put 
the baby onto the breast, allow the baby to nurse as long as he is suckling and drinking, then use 
breast compression (handout #15 Breast Compression) to keep the baby drinking; then repeat the 
process on the second breast. You can return to the first breast and continue back and forth as 
long as the baby is drinking. After you have finished feeding at least on both breasts, insert the 
tube into the baby's mouth. Allow the baby to nurse until satisfied using the lactation aid. 
4. The bottle can be lowered 6-12 inches below the baby's head, but do this only ifthe baby is 
drinking milk from the bottle very quickly. 
(Newman, J. (1996, November). May be copied and distributed without further permission). 
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Handout #8. Finger Feeding 
Introduction 
Finger feeding is a technique which allows you to feed the baby without giving the baby 
an artificial nipple. Finger feeding is also a method which helps train the baby to take the breast. 
If you want to breastfeed successfully, it is better to avoid the use of artificial nipples before 
breastfeeding is well established. Finger feeding may be used if: 
1. The baby refuses the breast for whatever reason, or if the baby is too sleepy at the breast to 
nurse well. 
2. The baby does not seem to be able to latch on to the breast properly, and thus does not get 
milk well. If a lactation aid can be used at the breast, why use finger feeding? 
3. The baby is separated from the mother, for whatever reason. 
4. Breastfeeding is stopped temporarily. There are very few legitimate reasons to stop 
breastfeeding. 
5. Your nipples are so sore that you cannot put the baby to the breast. Finger feeding for several 
days may allow your nipples to heal without causing more problems by getting the baby used to 
an artificial nipple. This is only a last resort. Proper positioning and a good latch help sore 
nipples far more frequently than finger feeding. (Handout #3 Sore Nipples). 
Finger feeding is much more similar to breastfeeding than bottle feeding is. In order to 
finger feed, the baby must keep his tongue down and forward over the gums, the mouth wide 
open, the larger the finger the better, and the jaw forward. Furthermore, the motion of the tongue 
and jaw is similar to what the baby does while feeding at the breast. Finger feeding is best used 
to prepare the baby to take the breast. Cup feeding is usually easier and faster when the mother is 
not present to feed the baby. 
Finger Feeding (best learned by watching and doing) 
1. Wash your hands. It is better if the finger nail on the finger you will use has been cut short, but 
this is not necessary. 
2. It is best to position yourself and the baby comfortably. The baby's head should be supported 
with one hand behind the shoulder, the baby should be on your lap, half seated, and facing you. 
Any position which is comfortable, however, will do. 
3. You will need a lactation aid, made up of a feeding tube (#5F, 36" long), and a feeding bottle 
with expressed breastmilk, sugar water, or, if necessary, formula, depending on the 
circumstances. The feeding tube is passed through the enlarged nipple hole into the fluid. 
4. Line up the tube so that it sits on the soft part of your index (or other) finger. The end of the 
tube should line up no further than the end of your finger. It is easiest to grip the tube, about 
where it makes a gentle curve, between your thumb and middle finger and then position your 
index finger under the tube. If this is done properly, there is no need to tape the tube to your 
finger. 
5. Using the finger with the tube, tickle the baby's lips lightly, until the baby opens up his mouth 
enough to allow your finger to enter. If the baby is very sleepy, but needs to be fed, the finger 
may be gently eased into his mouth. Generally, the baby will begin to suckle even if asleep, and 
receiving liquids will then awaken him. 
6. Insert your finger with the tube so that the soft part of your finger remains upwards. Keep 
your finger as flat as possible. Usually the baby will begin sucking on the finger, and allow the 
finger to enter quite far. The baby will not usually gag on your finger even if it is quite far into 
his mouth, unless the baby is full or used to bottles. 
7. Pull down the baby's chin, if his lower lip is sucked in. 
8. The technique is working ifthe baby is drinking. If feeding is very slow, you may raise the 
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bottle above the baby's head. Try to keep your finger straight, flattening the baby's tongue. Try 
not to point your finger up, but keep it flat, thus keeping down the baby's tongue, and working 
the lower jaw forward. 
9. The use of finger feeding with a syringe to push milk into the baby's mouth, is, in my 
opinion, too difficult and definitely not more effective than simply using a bottle with the nipple 
hole enlarged and the tube coming from it. 
If you are having trouble getting the baby to latch on to, or to suckle, at the breast, 
remember that a ravenous baby can make the going very difficult. Take the edge off his hunger 
by using the finger feeding technique for a minute or two. Once the baby has settled a little, and 
sucks well on your finger, usually only a minute or so, try offering the breast again. If you still 
encounter difficulty, do not be discouraged. Go back to finger feeding and try again later in the 
feed, or at the next feeding. The technique usually works. However, sometimes several days, or 
on occasion a week or more, of finger feeding are necessary. 
If you are leaving the hospital finger feeding the baby, make an appointment with the 
clinic within a day or so of discharge. The earlier the better. Once the baby is taking the breast he 
may still require the lactation aid to supplement for a period of time. Although the baby may take 
the breast, the suckle may still not be efficient enough to ensure adequate intake. 
(Newman, J. (1996, November). May be copied and distributed without further permission). 
For other articles see: 
Newman, J. (1990). Breastfeeding problems associated with the early introduction of 
bottles and pacifiers. Journal of Human Lactation, 6(2), 59-63. 
Newman, J., & Sterken E. (1992). Establishing breastfeeding: Starting off right. 
Canadian Journal of Pediatrics, 4, 55-60 
Newman, J. (1996). Decision tree and postpartum management for preventing 
dehydration in the "breastfed" baby. Journal of Human Lactation, 12(2), 129-135. 
Newman, J. (1998, September). Maternal drugs and breastfeeding. (Telemedicine 
Canada, February 3, 1998). Newfoundland and Labrador Midwives Association Newsletter, 
No.6, pp3-12. 
After the break Jean Trend demonstrated Massage for Mothers in Labour and for 
Babies. Jean started by demonstrating on Pamela how to massage when a woman is in labour. 
Massage is becoming more acceptable as it relaxes muscles and provides pain relief, and the 
woman in labour relaxes. A 1984 study showed that a 5 minute massage each day increased the 
circulation and so increases the amount of oxygen circulating and the release of carbon dioxide. 
Also increased lymphatic drainage, and waste removal from the system. (It is thought that Ellen 
Hodnett (U of T) has a research grant to study the affect of massage in labour). Massage can be 
done over clothes or to skin; Jean recommends pure emulsified cocoa butter as a lubricant 
First Pamela sat on a chair and Jean massaged her head, face, shoulders especially around 
the stress triangle. Provided pressure to her arms. With Pamela sitting back to front on the chair, 
which provided optimal fetal positioning, Jean was able to massage up and down her back, and 
worked down to Pamela's legs. As labour progresses the woman can move to the bed and the 
massage can continue. Some of it was similar to what one does when supporting a woman in 
labour, such as rubbing her back, massage over the sacrum, and effleurage (massaging the 
abdomen). If the woman has leg cramps them pressing her foot on a cold stone floor helps to 
provide relief. Other tips were given to relieve this discomfort. 
[After the birth of the baby massage over the back of the chest can encourage oxytocin to be 
released and milk ejection prior to expressing breastmilk (Lang, 1997, pp. 60-63]. 
~ CY:)-----
7. As you massage, pull gently outwards (forwards) on the lower 
part of the vagina with your thumbs hooked inside. This helps 
stretch the skin as the baby's head will stretch it during birth. 
8. Do this massage once a day, starting around the 34th week of 
pregnancy. After about a week, you should notice an increase in 
flexibility and stretchiness. 
PARTNER MASSAGE: 
• You may use either your index fingers or your thumbs. Some-
times only one finger or thumb will fit into the vagina until the skin 
has become stretched. 
• Listen to your partner. It is her body. Be sensitive to what she 
wants you to do. Massage firmly but gently. She will tell you how 
much pressure to apply. 
• Follow same directions. 
This pamphlet has been prepared by Elise Fleming, MA, CC£, with illustrations by 
Leigh Landskroner. Cover illustration by Marianne Brorup Weston from Calendar for 
the Childbearing Year. Published by the International Childbirth Education Associa-
tion (/CEA). Additional copies can be purchased from /CEA. Quantity discounts are 
available. 
For more information on childbirth preparation and other topics related to family-
centered maternity care, write to /CEA, PO Box 20048, Minneapolis, Minnesota 
55420 USA. 
C 1996 (revised) International Childbirth Education Association. Inc. 
Prenatal perinea! massage is a technique which slowly and gently 
stretches the skin and tissues around the vagina and perineum. The 
perineum is the area between your vagina and rectum. Perinea! 
massage helps reduce both the risk of tearing during birth and the 
need for an episiotomy (or "stitches"). 
Perinea! massage helps prepare you for the feelings of pressure and 
stretching that come as your baby's head is born. Knowing what 
some of the sensations will be like can help you to relax and give 
birth instead of tensing up and fighting the sensations such as 
stinging, tingling or burning that you may feel as your baby's head is 
born. Perinea! massage can also encourage you to relax when you 
have a vaginal exam. 
It is also helpful to learn relaxation techniques, information about 
your anatomy and what will happen during labor and birth. Childbirth 
preparation classes can help you become more aware of your body 
and how you can help yourself during labor. 
CAUTIONS: 
1. AVOID the urinary opening (see diagram) to prevent urinary tract 
infections. 
2. DO NOT do perinea! massage if you have active herpes lesions, 
as you could spread the herpes infection to other areas. 
. ;\ 
General Hints: 
• The first few times, it's helpful to use a mirror to find the vagina 
and perineum and see what they look like. 
• If you feel tense. take a warm bath or use warm compresses on 
your perineum for 5 to 10 minutes. 
• If you have had an episiotomy with a previous birth, concentrate 
part of your massage on that area. Scar tissue isn't as stretchy 
as the rest of your skin and needs extra attention. 
• The position in which you give birth can affect the likelihood of 
perinea! tearing and the need for an episiotomy. Upright posi-
tions (sitting, squatting, kneeling) or side-lying positions reduce 
the strain on the perineum. Lying on your back with feet up in 
stirrups makes an episiotomy almost inevitable. 
Directions: 
1. Wash your hands. 
3. Put a lubricant such as KY 
jelly, cocoa butter, vitamin E 
oil or pure vegetable oil on 
your thumbs and around the 
perineum. You can also use 
your body's own natural lu-
brication. 
2. Find a private, comfortable 
place and sit or lean back in 
a comfortable position. 
4. Place your thumbs about 1-
1112" (3-4 cm) inside your 
vagina. Press downwards and 
to the sides at the same time. 
Gently and firmly keep 
stretching until you feel a 
slight burning, tingling or 
stinging sensation. 
5. Hold the pressure steady at that point with your thumbs for about 
2 minutes until the area becomes a little numb and you don't feel 
the tingling as much. 
6. Keep pressing with your 
thumbs. Slowly and gently 
massage back and forth over 
the lower half of your vagina, 
working the lubricant into the 
tissues. Keep this up for 3-4 
minutes. Remember to avoid 
the urinary opening. 
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ABOUT THE 
INSTRUCTORS 
Certified Infanc rv1assage Instruc-
[Ors are parent educators \Vho have 
compleced incensive uaining and 
practicum \\'Ork specificaBy 
designed by the Internacional 
}\ssociation of Infant ~·\assage. They 
are committed co helping you learn 
inceracrive communication \Vith 
y•our baby through loving touch. 
t\-1any of the massage techniques 
taught in these classes are being 
used in research scudies. These 
sludies continuaHv demonstrate that 
" 
loving lOuch is beneficial for \vell 
babies. bab•es \·vilh specjal needs 
a11d their parents or caregivers. 
Certified Infanc ~tassage 
lnslfuctors (Cl~Hs} are specially 
Lrained individuals \.\'ho have the 
vision that one day every parent. 
child and infant vviJI have the oppor-
cunity co experience the lifelong 
benefi£s thal come from early rela-
cionships that are loving, healthy 
and secure . 
BENEFITS OF 
INFANT MASSAGE 
• Relaxes and Soothes 
Nurturing couch is a naturally 
revlarding \·vay lO relieve slress for 
you and your baby. 
• Deepens Bonding 
Essential one-on-one time chat 
\.VHI enhance your intimacy. under-
scanding and ability to nurture. 
•Improves Communication 
Increases your confidence and 
sensicivicy co your baby·s cues. 
• Contributes to Development 
Stimulates gro\·Vth and healLhy 
development of your bab~:·s body. 
mind and spirit. 
•Empowers 
Enhances your ability to under-
stand your baby·s special needs. 
• Helps Baby Sleep Better 
Helping y·our baby release stress 
\\ .. hich builds daily from ne\.v expe-
riences means 1nore rest for baby 
and you: everyone feels betterl 
Learn to Massage Your Baby! 
ABOUT THE 
PROGRAM 
Certified Infant f'v1assage Instructors 
(Cli\Hs) ceach classes in a series of ses-
sions. Classes usually meet \\i·eekly for 
four or five \\ .. eeks. Some Cl!'v11s are 
also available for private insLruccion. 
lnfanc massage can be learned by 
anyone interested in having a loving 
relationship \11...-ich babies. 
Classes are designed for you with 
your baby. from birth to pre-cra\.vling. 
Classes are also offered for older 
infancs. children and teenagers. 
Our hands-on method insures that 
you \·vill learn rhe arr of inceracrive 
massage to suit your baby's individual 
schedule. needs and developmental 
level. 
Certified Infant ~ .. lassage Instructors 
·are also available co present informa· 
tion about infant massage to childbirth 
education class reunions. parenc sup· 
port groups and ocher nev ... paren( 
gatherings. 
l\·1assaging your baby is a tactile 
translation of love. security and physi· 
cal comfort - a dance bet'v\:een you 
and your baby. You \)y'all be using che 
same srrokes that generations of par· 
ents all over the \~·orld have used, yet 
you ,,vill massage your baby as no one 
else canl 
Jean then demonstrated massage of the baby. Three participants sat on the floor and 
massaged baby-sized d<?lls, and a mother massaged her baby (our youngest workshop 
participant). Jean explained that babies are used to being massaged in the uterus, before labour 
by the Braxton Hicks contractions, and then during labour by the contractions. If the baby is 
relaxed with a massage, and then given a bath, the baby will sleep better. The baby is asked for 
permission to massage and once the hands are on the baby they are not removed, otherwise the 
baby would tense up each time the hands were returned to his body. The body is worked from 
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top to toe. When the abdomen is massaged it is done following the colon: down the left side; then 
across the upper abdomen and down the left side; and then up the right side, across the upper 
abdomen and down the left side. Remembering "I Love U'' (upside down). When the front of the 
baby is finished the baby is turned over and the back is massaged. The number of fingers used to 
massage depends on the size of the baby. The baby will often indicate what areas he likes being 
massaged. 
Jean had an article "Touch early and often" from Time magazine, August 3, 1998, p. 37. 
Increasing numbers of parents and doctors decide that massage is good medicine for babies. The 
July/ August 1997 Massage Magazine had several articles on the benefits of massage for babies. 
These articles provide a different point of view to that described by the next presenter. 
The International Association of Infant Massage may be contacted at 1720 Willow Creek 
Circle, Suite 516, Eugene, Oregon 97402, USA. {Telephone: 1-800-248-5432) 
Three or four years ago those who belong to A WHONN may have received the Touch in 
Labor and Infancy: Clinical Implications and a leaflet The Importance of Touch. A Step-by-Step 
Guide to Infant Massage, and a video, from Johnson and Johnson to use for education purposes; 
and to promote their products. (Telephone: 1-800-361-8068 for information). 
Jean Trend also had a handout on 'Prenatal Perinea! Massage". 
Treatment of the Perineum to Prevent Tears. (Provided by your Editor) 
There have been very few studies on the effect of massaging the perineum during 
pregnancy, and also when in labour. In a small sample of women randomized into practice and 
control groups it was found that there was a lower incidence of perinea! trauma during childbirth 
with a midwife when the perineum was massaged with a natural oil starting during the last 6 
weeks of pregnancy (Avery & Burket, 1986). Another study (Mynaugh, 1991) found that there 
was no difference between the outcomes for those who massaged and those who did not. 
However, the women entered the study at different antepartum periods and were delivered by 
physicians. 
Sleep, Roberts and Chalmers (1989) found that there is no evidence to support "ironing-out" and 
massaging of the perineum to prevent tears during the intrapartum period. The outcomes of 
massaging the perineum need researching. 
The papers cited are: 
Avery, M. D., & Burket, B. A. (1986). Effect of perinea! massage on the incidence of 
episiotomy and perinea! laceration in a nurse-midwifery service. Journal of Nurse-Midwifery, 
Jl.(3), 128-134. 
Mynaugh, P.A. (1991). A randomized study of two methods of teaching perinea! 
massage: Effects on practice rates, episiotomy rates, and lacerations. Birth, 18, 153-159. 
Sleep, J., Roberts, J., & Chalmers, I. (1989). Care during the second stage of labour. In I. 
Chalmers, M. Enkin & M. J. N. C. Keirse (Eds.), Effective care in pregnancy and childbirth. Vol. 
2: Childbirth (pp. 1129-1144). Oxford: Oxford University Press. 
. 
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After lunch Bonnie Stevens from the University of Toronto (telephone: 416-978-2837; 
email: bonnie.stevens@utoronto.ca), spoke about Developmental Care of Newborn Babies. 
Developmental care involves more natural aspects of caring for preterm babies and high 
technology is used for less time. Approximately 6% of Canadian babies are born more than 4 
weeks prematurely. In the United States approximately 1 % of babies are known to be born more 
than 12 weeks prematurely or weighing less than 1250 g. The majority of these preterm babies 
now survive due to advances in technology and treatment. However, the cost of survival is 
associated with considerable morbidity. Brain development in the fetus is more rapid in the last 
trimester of pregnancy than any other time in life. Approximately 1 trillion neurons migrate over 
the course of the last trimester and 1 quintillion synapses are established. The location and timing 
of these neural activities can make the difference between disability and competence. 
The focus of health professionals and lay individuals on promoting infant development in 
preterms has gone through several states including infant stimulation. 
In the Neonatal Intensive Care Unit (NICU) environment there are bright lights, high 
technology equipment, intense sounds and high activity levels. This is compared to the maternal 
environment prior to birth with a regulated temperature, fluid and hormone bath, muted sensory 
experience and secure contained enclosure of the amniotic sac. After birth decreased lights 
produce cyclical day/night rhythms leading to sleeping longer, less time feeding, more rapid 
weight gain and earlier synchronization with the external environment. Decreased sound prevents 
auditory structural damage, adverse physiologic and behavioral reactions. 
Developmental care is based on the Synactive Neurobehavioural Model of Development 
(Als, 1982). Als proposed that systematic behavioral observation of the infant with the Newborn 
Individualized Developmental Care and Assessment Program (NIDCAP) (Als, 1986) and the 
Assessment of Preterm Infant Behaviour (APIB) (Als, 1988). The baby is an active participant 
in a dynamic relationship with parents and caregivers in a supportive environment. 
What it is: A philosophy that forms the foundation for care giving. 
What it is not: Not exclusively one method or another; Not just one level of care on a continuum; 
Not a prescription as one method does not fit all. 
Definition of Developmental Care: Holistic Care that is Based on Knowledge (Peters, 1996). 
Developmental care is based on observation of the baby for physiologic signs of stress and 
behavioral cues. 
Signs of infant stress are: colour change; change in respiratory rate, heart rate and pattern; 
extension or limpness of extremities; open or gaping mouth; hiccoughing, yawning; looking 
away; squirming, disorganized activity. 
Signs of infant stability: stable colour; regular respiratory rate, consistent heart rate; 
flexed or tucked position; hand to mouth/face; sucking; smiling, looking around; relaxed tone 
and posture; clear sleep states. 
Developmental care interventions include: decrease the room lighting; darken the 
incubator with a cover; decrease the ambient room noise; maintain the infant in a flexed position; 
facilitate hand-to-mouth activity; observe the infant's cues and responses; boundaries and 
containment; handle the infant slowly and smoothly; facilitative tucking/flexing; promote 
sleep/wake patterns; individualize care with no routines; involve parents in the infant's care. 
Developmental care outcomes: reduced days on the ventilator; decreased complications; 
decreased intraventricular haemorrhage; reduced retinopathy of prematurity; decreased time to 
full feedings; increased weight gain; improved parent/infant bonding; decreased costs as shorter 
time.in highest level of care NICU but more time spent in the step-down area. 
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Stevens et al. (1996) found less severity of illness; increased growth; no difference in 
respiratory status, days on ventilator or oxygen, weight gain or length of stay; decreased nursing 
care cost ($5,000 Cdn) per infant. 
Als et al. (1994) found: less severe lung disease, fewer intraventricular haemorrhage; 
improved weight gain; shorter hospital stay; less cost per infant ($90,000 US) 
Improved neurological outcomes: infants at 9 months had improved neuro-developmental 
outcomes (Als et al., 1994); preterm infants had behavioral and electrophysiologic performance 
comparable to full-term infants 2 weeks after the expected due date (Buehler et al., 1995); 
preterm infants had more organized motor system function, state regulation, interactive 
capabilities and self-regulation at 42 weeks (Fleisher et al., 1995); improved neuro-psychological 
function and school achievement at 8 years (Als, in press). 
Conclusion: Increased awareness of the impact of the NICU on infant development; 
Beginning evidence on the impact of developmental care on behavioral and neurological 
development; Inconsistent evidence on clinical and economic outcomes; Research methodology 
less than optimal. [The two NICUs in St. John's provide developmental care to the babies. 
Parents whose babies are being admitted to these NICUs benefit from having this method of care 
explained, especially if they had a previous baby in the NICU when the traditional standardized 
care was provided]. References are: 
Als, H. (1982). Toward a synactive theory of development: Promise for the assessment 
and support of infant individuality. Infant Mental Health Journal, 3(4), 229-243. 
Als, H. (1986). A synactive model of neonatal behavioral organization: Framework for 
the assessment of neurobehavioral development in the premature infant and for support of infants 
and parents in the neonatal intensive care environment. Physical and Occupational Therapy in 
Pediatrics, 6(3-4), 3-53. 
Als, H., Lawhon, G., Duffy, F., McAnulty, G., Gibes-Grossman, R., & Blickman, J. 
(1994). Individualized developmental care for the very low-birth-weight preterm infant. JAMA, 
272, 853-858. 
Als, H. (1996). The very immature infant - environmental and care issues [Abstract]. The 
physical and developmental environment of the high-risk infant. Clearwater Beach, Florida, 
January 25-27, 1996. 
Als, H., & Gilkerson, L. (1997). The role of relationship-based developmentally 
supportive newborn intensive care in strengthening outcome of preterm infants. Seminars in 
Perinatology,21, 178-189. 
Buehler, D., Als, H., Duffy, F., McAnulty, G., & Liederman, J. (1995). Effectiveness of 
individualized developmental care for low risk preterm infants: Behavioral and electro-
physiological evidence. Pediatrics, 96, 923-032. 
Fleisher, B., VandenBerg, K., Constantinou, J., Heller, C., Benitz, W., Johnson, A., 
Rosenthal, A., &Stevenson, D. (1995). Individualized developmental care for very low 
birthweight premature infants. Clinical Pediatrics, 34, 523-529. 
Riniker, P. K., & Moreno, L.A. (1993). Developmentally supportive care: Theory and 
application. A self-study module. Weymouth, MA: Children's Medical Ventures. 
Petryshen, P. Stevens, B., Hawkins, J., & Stewart, M. (1997). A comparison of nursing 
costs for preterm infants receiving conventional vs. developmental care. Nursing Economic$, 15, 
138-145. 
Stevens, B., Petryshen, P., Hawkins, J., Smith, B., & Taylor, P. (1996). A comparison of 
clinical outcomes for very low birth weight (VLBW) infants who receive developmental care. 
Canadian Journal of Nursing Research, 28(4), 97-113. 
. 
' 
Weibley, T. T. (1989). Inside the incubator. MCN, 14, 96-100. 
Wilson, L. J., Passero, V. A., & King, W. (1994). An educational program for neonatal 
intensive care unit developmental care. Neonatal Network, 13(8), 27-33. 
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Bonnie Stevens also spoke on Kangaroo Care. "If you cannot cuddle with a roo, then a 
mum or dad will do" (NANN). A skin-to-skin intervention that has been used with stable preterm 
infants to provide warmth, closeness and early breastfeeding. Introduced in Columbia in 1979 by 
two neonatologists (Ray and Martinez) to decrease neonatal mortality. 
Whitelaw et al. (1986) studied the behavioral effects of kangaroo care and found: 
decreased crying; improved state organization and transition; increased frequency and duration of 
quiet sleep; decreased motor activity; increased weeks of breastfeeding. 
Luddington-Hoe et al. (1994) studied physiologic effects of kangaroo care and found: 
improved growth parameters; no increase in sepsis; decreased oxygen requirements; decreased 
apnea density, periodic breathing; slight nonsignificant increase in heart rate; no compromise in 
skin temperature; maternal-infant temporal synchrony. 
Since its introduction and reported success, kangaroo care has attracted widespread 
interest, including the involvement of the WHO and UNICEF. 
References are: 
Ludington-Hoe, S. M., Thompson, C., Swinth, J. et al. (1994). Kangaroo care: Research 
results and practice implication guidelines. Neonatal Network, 13, 19-27. 
Whitelaw, A. (1990). Kangaroo baby care: just a nice experience or an important advance 
for preterm infants? Pediatrics, 85, 604-605. 
Whitelaw, A., & Sleath, K. (1985). Myth of the marsupial mother: Home care of very low 
birthweight babies in Bogota, Columbia. Lancet, 25, 1206-1208. 
Attendance at the Workshop. There were 38 people who attended some of the sessions: 
27 all day, 2 part of the day, on Monday; 33 all day, 3 part of the day, on Tuesday. Not everyone 
completed an evaluation form, and some people only completed for one or two sessions. For 
those who did complete the forms the following shows how the sessions were evaluated between 
1 (lowest) and 5 (highest): 
Session Number Score 
Evaluating 
Workshop met Expectations 22 4.4 
Women's Lived Experience of Labour Support 23 4.0 
Providing Labour Support 22 4.1 
Optimal Fetal Positioning in Pregnancy 24 4.8 
Management of Breast Refusal in the Early Days After Birth 28 4.8 
Massage for Mothers in Labour and for Babies 26 4.0 
Developmental Care of Newborn Babies 24 4.0 
The Room 30 4.0 
Refreshment Breaks 30 4.5 
Lunch Breaks 30 4.5 
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Comments included: Labour massage and optimal fetal positioning will help to .improve my 
prenatal classes; most helpful were breastfeeding [several reports], women's perception of labour 
support, providing labour support; optimal fetal positioning should be most helpful in post-term 
labours; optimal fetal positioning in pregnancy great information; women's perceptions of labour 
support did not include husband's point of view and lower socio-economic clients not evaluated; 
would have liked more on the theory component of massage, more research and scientifically 
based information on developmental care; for a midwives' workshop very little about midwifery. 
Room was found to be too warm, claustrophobic, chairs uncomfortable, carpet dirty. 
Suggestions for another workshop included: oriented to a specific population (medical/nursing 
or lay); prenatal education; more on breastfeeding [stated by many people]; alternative methods; 
less time allotted to topics; Gene Cranton for information about kangaroo method; homeopathy 
in pregnancy, more on reflexology and time to practise on each other; incontinence during 
' pregnancy and the postpartum, women's attitudes about childbirth. A 3 day conference would 
allow more time with each topic. 
Other Comments: Generally people found the workshop to be very interesting, informative, 
great, well worth attending, enjoyable, and one person wished that the obstetricians had been 
present. Sometimes it was overwhelming with so much information all at once but I loved it! 
Thank you to those who presented and also to those who attended. 
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Clare Azzopardi was born on February 22, 1995, to parents who are both registered 
nurses working in psychiatry. After three days in hospital mother and baby were discharged 
home. The mother was breastfeeding and the doctor asked to see the baby about two weeks after 
discharge. The mother decided not to have the public health nurse visit, and contacted a lactation 
consultant from the Community Health Centre who did not do home visits. The mother contacted 
the La Leche League (who she thought were health care professionals not a consumer group of 
breastfeeding mothers) and family members regarding difficulty with breastfeeding. She received 
explanation and reassurance from those contacted. On March 5,1995, the mother noticed that the 
baby had a bluish discolouration around her lips, eyes, and forehead. She called the family doctor 
who arranged to meet them at the hospital at 10 am. At 8.30 am the baby was found not be 
breathing and could not be resuscitated. She had died of dehydration. 
The coroner's jury was especially concerned that no one observed a breastfeeding session 
after the baby and mother were discharged from the hospital. 
Mothers and babies receiving midwifery care are usually seen on the 1st, 3rd, and 5th 
postpartum days (more frequently if needed) when breastfeeding is observed. Questions are 
asked about the baby's urination and stools, and the baby is weighed. It is stressed that all 
postpartum visits and telephone calls be adequately documented and included in the mother's 
chart. 
Some of the Coroner's Jury's recommendations are summarized below; 
# 1. That all prenatal instructions to parents, including classes for parents in the prenatal period, 
include information for parents about the importance and necessity of observation of 
breastfeeding by a qualified professional 24 to 48 hours after discharge from hospital. Signs of 
successful breastfeeding and infant hydration and nuttjtion should be taught. Evaluations over 
the telephone should be discouraged because of the potential for miscommunication. 
#3. We the jury are concerned that all health professionals involved with the mother and baby 
receive adequate information about both the progress of mother and baby during the hospital stay 
and about who will be conducting the follow-up visit. 
#4. We recommend that upon discharge a detailed record go home with the client so that both the 
mother and those doing the follow-up would have access to the information. The record should 
provide space for the mother to chart the baby's progress at home and provide details about how 
to ensure that the baby is feeding properly. 
#5. We recommend to all persons giving phone advice about breastfeeding newborns to make a 
record of the concerns prompting the call, the information received and elicited and the advice 
given on a standardized telephone assessment form. We believe that the La Leche League's 
"Leader's Telephone Log" is an excellent example of such a standardized form. 
#6. We reiterate that anyone giving phone advice about breastfeeding newborns be adequately 
qualified in breastfeeding. 
#11. We endorse the recommendations of the Canadian Paediatric Society (CPS) and the Society 
of Obstetricians and Gynaecologists of Canada (SOGC) in their policy statement of December 
1996 entitled Early Discharge and Length of Stay for Term Birth. We recommend that these 
guidelines be distributed to all physicians, nurses, midwives and lactation advisors (volunteer) 
and lactation consultants (professional) providing obstetric and neonatal care in the province of 
Ontario together with an outline of the facts of this death to emphasize the importance of 
following the guidelines. 
• 
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[See Newsletter of March 1997 sent to members of the Newfoundland and Labrador Midwives 
Association and Past Alliance Members, to which the CICH paper (December 10, 1996) Early 
Hospital Discharge of Mothers and Newborns by Janet Rush was attached. The CPS Statement 
had previously been included in the Alliance of Midwives, Maternity and Neonatal Nurses of 
Newfoundland and Labrador Newsletter, No. 20, July 1996]. 
#13. We recommend that mothers receive practical advice and emotional support whether they 
choose to breastfeed or formula feed their baby. Infant breastfeeding should be encouraged but 
not to the exclusion of practical information about supplementation for infants who are not 
breastfeeding well. (The Annual Report of the Obstetrical Care Review Committee for the Office 
of the Chief Coroner for Ontario). 
ICM 25th Triennial Congress in Manila, Philipines and RCM Members 
For details of travel plans to attend the ICM 25th Triennial Congress, May 22-26, 1999, 
write: 
Tony James, The Travel Club, Holiday Express (UK) Ltd., 
9 General Rees Square, Cwmbran, NP44 lAH, UK 
Partners and families are also welcome on the visit to the Philipines. There will also be a 
selection of post congress tours. 
Conferences. As the information is obtained from various sources the editor accepts no 
responsibility for accuracy. Anyone interested in a conference should contact the organisers to 
ensure that the inf onnation is accurate. 
October 20, 1998. "The Unsung Heroine: The Nurse's Role in Maintaining Normalcy in 
Childbirth", Summerside, PEI. Speaker: Penny Simkin. Topics include: impact of childbirth on 
the woman and family, current research, coping with labour, identify and practice specific 
techniques of labour support and pain control. (Babies in arms welcome). 
Cost: $90 (paid by October 6). Cheques payable to Penny Simkin Conference. 
Contact: Donna Walsh, Obstetrics Unit, Prince County Hospital, 259 Beattie Avenue, 
Summerside, PE, ClN 2A9 (Telephone: 902-436-9131; e-mail: djwalsh@ihis.org). 
October 23, 1998. "Becoming Baby Friendly: How Media and Culture Influence our 
Breastfeeding Practices", Ottawa. A day with Gabrielle Palmer and Cheryl Levitt. 
Cost: $50 by September 30. Payable to Current Trends '98. Space is limited. 
Contact: Rejeanne McLean, Current Trends '98, 1114 St. Germain Crescent, Gloucester, ON, 
KlC 2L8 {Telephone: 613-824-3363) 
November 6-8, 1998. "Becoming a Doula: Labour Support Training Course", Edmonton, AB. 
Contact: Grant MacEwan Community College (403-497-5188). 
November 7 or 14, 1998. "Enhanced Interpersonal Relations - Awareness of Self and Others", St. 
John's. Provided by Mr. Hans Asche, Med., R. Psych. 
Cost: $90 
Contact: H. Khalili PhD and Associates Inc., West Empire Plaza, Suite 4, 391-395 Empire 
Avenue, St. John's, NF, AIE 1 W6. (Telephone: 709-738-5665/5666; Fax: 738-5667) 
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November 12-15, 1998. "Working Together to Chart our Course for the Future" MANA 
conference, Traverse City, Michigan. Speakers include: Beverly Beech, Barbara Katz-Rothman, 
Suzanne Arms, Celine Lemay, Anessa Maize, Mary Sharpe, and others. 
Contact: Anessa Maize, MANA Canada, Box 26141, RPO Sherbrook, Winnipeg, MB, R3C 4K9 
(Telephone: 204-779-3232; e-mail: amaize@pangea,ca). 
November 19-21, 1998. "Breastfeeding: Stepping into Baby Friendly", Vancouver. Keynote 
speakers: Jan Riordan, Marsha Walker, Louise Hanvey, Patricia Martens, Frances Jones, Sunara 
Thobani, and members of the BCC including Bev Chalmers, Maureen Fjeld, Roberta Hewat, 
Cheryl Levitt, Verity Livingstone, Catherine Royle, Elisabeth Sterken and others. 
Cost: $225 for 2 1/2 days plus $125 for post-conference workshops. 
Contact: British Columbia Reproductive Care Program, Room F5, 4500 Oak Street, Vancouver, 
BC, V6H 3Nl (Fax: 604-875-3747) 
December 3, 1998. "Preterm Labour and Birth", Toronto. Speakers include Michael Kramer, 
Stephen Lye, Mary Hannah, Ame Ohlsson, Ellen Hodnett and others. Topics on population 
trends in preterm birth; causes and mechanisms of labour; tocolytics; the effectiveness of 
antibiotics to prevent preterm birth; effectiveness of antenatal corticosteroid; screening for risk 
factors, bacterial vaginosis, primary prevention programs to reduce rates of LBW etc. 
Cost: $165 before November 15/ $195 after November 15, includes breakfast, breaks and lunch. 
Cheques payable to MIRU 
Contact: Ms. Nadia Gunraj, Maternal Infant and Reproductive Health Research Unit, 790 Bay 
Street, 7th floor, Toronto, ON, MSG INS (Fax: 416-351-3771; email: gunraj@ftn.net) 
1999 
February 5-7, 1999. "Becoming a Doula: A Labour Support Training Course", Saskatoon, SK. 
Contact: Grant MacEwan Community College (Telephone: 403-497-5188) 
March 7-9, 1999. "Becoming a Doula: A Labour Support Training Course", Saskatoon, SK. 
Contact: Grant MacEwan Community College (Telephone: 403-497-5188) 
April 13, 1999. "Research in Midwifery", Birmingham, England. Topics include primary 
research, methodological issues, systematic review of the literature, developing, implementing 
and evaluation of research change in practice and within Trusts (hospitals). 
Contact: Sue Cammerloher, Conference Administrator, 26 Moorside, Yatton, Bristol BS49 4RL 
(Fax: 011-44-1934-832-164) 
April 23-25, 1999. RCN Research Society Annual Conference, Keele University, UK 
Contact: Kathryn Clark, RCN, 20 Cavendish Square, London WIM OAB (Fax: 011-44-171-647-
343 5; E-mail: kathryn.clark@rcn.org. uk; internet: http://www.man.ac. uk/rcn/ conferences.html) 
May 13-15, 1999. "Creating Harmony in the Global Village, Crossing Boundaries and 
Welcoming the World", A WHONN Canada 10th National Conference, Winnipeg, MB 
Cultural aspects; vulnerable populations; technological advances and low tech alternatives. 
Contact: A WHONN Regional Conference 1999, 246 Bison Building, University of Manitoba, 
Winnipeg, MB, R3T 2N2. 
. , 
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May 22-27, 1999. 25th Triennial Congress of the International Confederation of Midwives, 
"Midwifery and Safe Motherhood Beyond the Year 2000", Manila, Philippines. 
Abstract: Before January 29, 1999. 
Cost: Before January 1999, $450 US 
Contact: The Secretariat, 25th ICM Congress, c/o IMAP Inc., Golden Groove Street, Bartville 
Subd., Barangay Dela Paz, Pasig City, Philippines (Fax: 645-7148; 724-5335) 
26 
[The Royal College of Midwives is organizing group travel from London to Manila, and the 
cheapest package will likely be around £1,000. Those interested should contact: Tony James, The 
Travel Club, Holiday Express (UK) Ltd., 9 General Rees Square, Cwmbran, NP44 lAH, UK] 
May 26-29, 1999. "Shaken Baby Syndrome: Awareness, Prevention and Response", Saskatoon. 
Keynote speakers include Jacy Showers EdD of Colorado and Cynthia Morton, from BC 
Contact: Saskatchewan Institute on Prevention of Handicaps, 1319 Colony Street, Saskatoon, 
SK, S7N 2Zl (Fax: 306-655-2511; e-mail: skiph@sk.sympatico.ca; home page: http:// 
www. us ask. ca/medicine/prevent) 
July 1999. Fourth International Conference on the Regulation ofNursing and Midwifery, 
London, England. 
World Wide Web (Your Editor has not visited these sites) 
DeGeorge, K. M. (1998). Taming the world wide web. If everything is on the web, why 
can't I find anything? AWHONN Lifelines, 2(4), 50-52. 
Learn, C. D. (1998). Appraising the menopause web. Five top sites worth exploring. 
A WHONN Lifelines, 2( 4), 41-44. Five criteria for evaluating web sites: 1. Accuracy, 2. Authority 
3. Objectivity, 4. Currency, 5. Coverage (From: 
http:/www.science.widener.edu/.·~withers/eval.htm) 
Explore: http//www.plannedparenthood.org Another change in life but lacks recent references. 
http://www.psigroup.ccom/menopause.htm The site did not give indepth information but this can 
be obtained from the links. Visitors need to assess the objectivity and broadness of coverage . 
http://www.menopause.org Although this NAMS site is funded by pharmaceutical companies it 
maintains objectivity and is highly praised. 
http://www.birthingthecrone.com This is an innovative site produced by an artist. It does not 
readily lend itself to the above criteria. This site includes a slide show and is empowering to 
aging women from the feminist viewpoint. "Crone" is from the word "crown", a place of honour. 
http://www.menopause-online.com This site is geared to the public and produced by a 
commercial company, but it is stated that difficulty was found in who is responsible. Graded 
highly are accuracy, currency, coverage and objectivity. 
Other sites not graded are given as: 
http://www.amazon.com 
http://www.radiancemagazine.com/menopause.html 
http://www.monash.edu. au/health/IJHP /messages2.html 
http://www.pueblo.gsa.gov/cic_text/health/other/menopause.txt 
http://www.dearest.com/ref er .htm 
http://www.awhonn.org From this site address find Lifelines in the resource section. 
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·~ NEWFOUNDLAND and LABRADOR MIDWIVES ASSOCIATION 
APPLICATION FOR MEMBERSHIP 
. . . 
1998 
Name: 
----------------------------~---
(Print) (Surname) (First Name) 
All Qualifications:-----------------------~----
Full Address: 
---------·------------ --------
Postal code: _ _, . ______ Telephone No. -----------~~-
(home) 
TelephoneNo.~~-~--~F~No.~~~~~~~~~~----~-­
(work) 
E-mail Address: 
- ------------- --------------
Work Address: 
--------------- ------------
- - ------------------- -------
Area where working: -------------------------
Retired: Student: Unemployed: - --------
List of Organizations of which you are a member (the Association receives requests from various 
organizations for representatives to review articles, attend conferences, be 011 committees). Your 
name would not be forwarded without your consent. 
Provincial: 
------------------- --- ------
National: 
---------------------- -------
International: 
---------------------------
a •.I "~ • J ' JI. • • _. 1 • ·~ CJ, 1o , l 1 
... 1 ... I. 'I' j 
. ·~ 
I wish to be a e r ·oft e w~ves .Association r~.-)u i ·en\;tose a cbeq e/money order 
from the ost omc for: $ . \. . j . ._. r 7 ' .;t~· 
(Cheques/money or ers only (no cash) ma e payabit to ·,e I~ewfo ndla d and Labrador 
Midwives .l\ sso iation). 
Full membership for mi wives is $30.0U (as this includes the Canadian Confederation of 
Midwives fees whic the L\ssociation has to pay). ~ .. t. 
Associate membership for those who are 1:1..9-1 midwives i~ ·$1 5·:oo~ , 
Membership for those w oar~ une1nployed/re1ired is '$10~00 t. 
Membership for th se who are resi : g outside of Canada $40 
(to cover the cost of the extra postage). 
; 
Signed: Date:------- - ---
Return to: Pamela Browne, P.O. Box 112, Station A, Goose Bay, Labrador AOP 1 0 
-
